Accurate assessment of the benefits of high technology medicine is important. Recent series report major advances in the treatment of ruptured intracranial aneurysms, '-6 but (1) That the mean daily catchment population was 620,000. This is based on data supplied to the London Health Planning Consortium in 19807 and allows for the fact that the first author's "firm" was not on take every day. Of course, this estimate of the catchment population is approximate. There will have been cross-boundary referrals to and from the catchment areas of adjacent units and many of these referrals will have been on a personal basis.
Nevertheless such referrals will tend to cancel each other out to some extent, and the calculations of the London Health Planning Consortium took account of these patient flows. (2) That the incidence of subarachnoid haemorrhage Tables 1 and 2 show the time from the presenting haemorrhage to neurosurgical admission, and the clinical grade at the time of admission, according to the criteria of Hunt and Hess.'0 Sex and age distribution and the sites of aneurysms were as would have been expected from previous studies.
Type of operation
One hundred and thirty patients underwent operations for the aneurysms which had bled. Of these 126 had intracranial operations (105 aneurysms clipped, 9 wrapped, 12 clippings of proximal arteries) and four had common carotid ligations. In addition 11 of the 130 patients had surgery for additional non-ruptured aneurysm, without any deaths or morbidity. Even in the present series, where all patients under the age of 65 yr were transferred immediately they were referred, 30% arrived after 72 hours. Patients referred late had generally had mild bleeds which resulted in delay in diagnosis. The 292 patients with subarachnoid haemorrhage represented 84% of the 347 cases which it was calculated would have been admitted to hosptial in the catchment area over the same period of time. A further 10% would have been accounted for by patients aged over 65 yr who were not accepted, leaving about 5% who were admitted to hospital but not referred.
As the early day to day progress of all the patients was known, it was possible to estimate the effect of three further admission policies which approximated to other current practices. With increasing selectivity and more delay before transfer, the one year total mortality would have been reduced from 35 5% to 16-1% and the one month surgical mortality from 9-2% to 5-9%. Fewer patients would have been admitted but the proportion undergoing surgery would have risen.
Even in a given series, the outcome data may be presented in different ways, which give different impressions of the results of treatment. Surgical mortality is commonly taken to refer to deaths within one month of operation, though deaths attributable to the effects of surgery may occur after this time. Mortality may be considered for all patients undergoing surgery, or just for those in a good or fair condition (grades 1-3) at the time of operation. High risk patients operated on in the acute phase may be excluded. By these means the "surgical mortality" in this series can be varied between an upper figure of 13-8% at one year (all cases) to 3-3% at one month for patients in grades 1-3 who were operated on after the acute phase ( 
